A 65-year-old woman was admitted to our hospital due to palpitation. Electrocardiogram (ECG) 
Introduction
Arrhythmogenic right ventricular cardiomyopathy (ARVC), which was first reported by Fontaine et al in 1977 (1) , is a myocardial disease that primarily affects the right ventricle and is characterized by fibrofatty replacement of the myocardium (2) (3) (4) (5) (6) . In 1994, an international task force proposed a series of diagnostic criteria based on the electrocardiographic and morphologic features to facilitate the clinical diagnosis of ARVC (4) 
t i n g v e n t r i c u l a r t a c h y c a r d i a o r i g i n a t i n g f r o m t h e r i g h t v e n t r i c l e . P wa v e s a r e ma n i f e s t i n i n f e r i o r l e a d s ( a r r o ws ) .
F i g u r e 2 . T i me c o u r s e o f E CG d u r i n g t h e 4 y e a r s . E CG s h o we d o n l y T -wa v e i n v e r s i o n i n V1 -2 l e a d s a t t h e t i me o f t h e f i r s t a d mi s s i o n . Ho we v e r , e p s i l o n wa v e a p p e a r e d i n V1 -2 l e a d s o n e y e a r l a t e r ( a r r o ws ) . (Fig. 3) . ECG showed epsilon wave in V 1 -2 leads (Fig. 2) 
mild interstitial fibrosis, but no fatty infiltration. She had no family history of any heart disease. According to criteria defined by the Task Force of the European Society of Cardiol

Discussion
We present a patient with ARVC complicated by right atrial thrombosis which recurred in spite of surgical and anticoagulant treatments. Endomyocardial biopsy has a limited role for the diagnosis of ARVC, because the interventricular septum is rarely involved and biopsy of the thinned free wall is potentially dangerous. As shown in the current report, the diagnosis of ARVC relies on the clinical demonstration of electrocardiographic, structural and functional abnormalities resulting from the underlying histologic changes.
The occurrence of right heart thrombosis in ARVC is very rare, and there have been only a few reports demonstrating this complication (7) (8) (9) (10) . In the current patient, atrial fibrillation or flutter had not been detected, but spontaneous echo contrast was seen in the enlarged right atrium even during sinus rhythm. Thus, slow evacuation of blood in the enlarged right atrium appeared to cause right atrial thrombosis. (2), and it may be a risk
As shown by Marcus et al, right atrial dilatation is not a rare anatomical feature of ARVC
F i g u r e 3 . F o l l o w-u p e c h o c a r d i o g r a p h y . E c h o c a r d i o g r a p h y r e v e a l e d d i l a t a t i o n o f r i g h t a t r i u m a n d v e n t r i c l e ( A) . I n t e r v e n t r i c u l a r s e p t u m s h i f t e d f r o m r i g h t t o l e f t h e a r t s y s t e m d u r i n g t h e d i as t o l i c p e r i o d ( B ) . A s o l i d ma s s ( 3 6 × 3 2 mm) a t t a c h e d t o t h e f r e e wa l l o f t h e r i g h t a t r i u m wa s s e e n ( C) .
factor (12, 13) . In view of the biventricular involvement of this disease, Gallo et al suggested that it should be simply termed"arrhythmogenic cardiomyopathy" (12) .
We also demonstrated the time course of ECG during the 4 years. ECG showed only T-wave inversion in V1-2 leads at the time of the first admission. However, the epsilon wave appeared in V1-2 leads one year later, and enlarged 4 years later. Thus, the presence of ECG features appears to be dependent on the stage of this disease. In conclusion, we should recognize right atrial thrombosis as a complication of ARVC.
